Cultural and linguistic diversity in Australian communities is increasing with 22% of the population being born in a foreign country (DIAC, 2007; Thomas et al., 2010) . The term CALD describes a population of people, including refugees (both self-identified and born in refugeesource countries), who are non-English speaking, may use interpreters and men, women and children born outside of Australia (Thomas, Beckmann & Gibbons, 2010) .
Disparities exist in the provision of health services to ethnic and racial minority groups (Carroll, Epsein, Fiscella, Volpe, Diax & Omar, 2007; Kelaher, Williams & Manderson, 1999; Thomas et al., 2010) . Language and/or cultural and/or religious barriers may obstruct ability or willingness to seek and/or understand reproductive health advice (Carroll et al., 2007; Henderson, Kendal and See, 2011; Thomas et al., 2010) . Thomas, Beckmann and Gibbons (2010) , in their study on the effect of cultural and linguistic diversity on pregnancy outcomes, found that in Australia, education of health care professionals around unique cultural issues relating to reproductive health is essential for the highest level of care provision for women in CALD communities.
Strategies that reduce language, cultural, religious and economic barriers to health services and information for CALD communities are vital to improving their health status Kelaher et al., 1999) . found, in their study in Logan, Queensland, that Sudanese participants reported that their health beliefs, cultural values and traditional health treatments are often overlooked by Australian health professionals. Participants also reported that they were not adequately informed on the cultural differences between their country of origin and the Australian health care system . The lack of information was a key determinant of dissatisfaction among study participants regarding their treatment by health care professionals, and subsequent apprehension to contact health care providers . Benson and Smith (2007) state that refugees and General Practitioners (GPs) are often confronted with unfamiliar cultural differences that impact on both the patients' and medical professionals' experience. Unfamiliar referral hierarchy, health literacy, and body language, as well as attitudes towards medication and treatment expectations, create barriers to health care seeking and the adherence to treatment regimens (Benson & Smith, 2007; .
The progression from initial health assessments of refugees upon their arrival into Australia by specialised health units, to the current contracts with the Department of Immigration and Citizenship (DIAC), continues to create multifaceted challenges for both patients and health care professionals (Benson & Smith, 2007; . The current process of encouraging community GPs' involvement as first contact for care reiterates the need for health care professionals to be culturally sensitive to the specific health care needs of the refugee and migrant community (Benson & Smith, 2007; .
Reproductive Health and Contraception Knowledge
In 1995, the United Nations Fourth World Conference on Women, held in Beijing, China, recognised that deeply entrenched social and cultural discrimination creates major barriers to the Carroll, Epstein, Fiscella, Volpe, Diaz, & Omar's (2007) study on knowledge and beliefs about health promotion and preventive health care among Somali refugee women living in the United States, found that traditional remedies and rituals, the role of religion, and access to health care facilities play an important role in health care beliefs and knowledge. Researchers have highlighted the link between religious and sociocultural characteristics to health status and health care seeking activities (Carroll et al., 2007; , UNFPA, 2011 . Socioeconomic status and education are frequently documented as key determinants of health outcomes, particularly in women (WHO, 2010) .
The Empowerment of Women
The empowerment of women through education within formal schooling, as well as grassroots SRH education, has been shown to have an impact on maternal and child mortality and morbidity in developing countries (Implementing Best Practice Initiative [IPB], 2010; WHO, 2008 WHO, , 2011 .
The World Health Organization (WHO) states that empowering women to take control of their reproductive health can assist them to space and limit pregnancies, directly impacting their health and the well-being of their family, as well as the outcome of each pregnancy (WHO, 2011) . It is estimated that about 200 million couples in developing countries would like to stop or delay childbearing but are unable to access any form of contraception (WHO, 2011) . Barriers to contraception use include: limited choice of methods; limited access (due to age, marital status, cultural and socio-economic factors); fear of side effects; poor quality of services; gender based barriers; and religious reasons and often continue to inhibit women's reproductive health rights in their countries of resettlement (IPB, 2010; Murray et al., 2010; WHO, 2008 WHO, , 2011 . Barriers to positive SRH care seeking attitudes and contraception use must be understood by service providers to enable greater reproductive health outcomes for these women (Murray et al., 2010; .
STUDY DESIGN
Due to the sensitive nature of this study, and taking into account issues of religion, culture and language barriers, a qualitative research approach was used. Utilising qualitative research methods such as focus group discussions (FGDs) and in-depth interviews (IDIs), perceptions, feelings and experiences relating to reproductive health and contraception of a cross-section of Sudanese and Eritrean women were explored. The qualitative research design also permitted for a rich understanding and in-depth exploration of the health needs of the target group (Jirojwong & Liamputtong, 2009 ). Ruppenthal, Tuck and Gagnon (2005) argue that the emotional support displayed between group members during a FGD is one of the key assets of this research method.
The oral tradition amongst indigenous groups also supports the FGD methodology as a means of gathering information (Ruppenthal et al., 2005) .
The aim of our study was to explore, document and examine the intergenerational experiences and knowledge of reproductive health and contraception a cross-section of Sudanese and Eritrean migrant and refugee mothers and daughters currently living in Brisbane, Australia.
The research was carried out in conjunction with a University in Western Australia and a not-forprofit Organisation working in the area of Sexual and Reproductive Health (SRH) in Queensland.
The Conceptual Framework Used for the Study
The Psychosocial Framework (2000) developed by the Psychosocial Working Group (PWG) was the conceptual framework that underpinned the study. The psychosocial well-being of an individual is defined in respect to three core domains: human capacity; social ecology; and culture and values (PWG, 2003) . The Psychosocial Framework is particularly applicable to research involving vulnerable populations from post-conflict nations and was therefore chosen to inform the proposed research and guide the analysis (PWG, 2003) .
METHODS

Participant Recruitment Strategies
The Sudanese and Eritrean communities were chosen for this research as they are communities that have existing ties with the SRH Organisation involved in the research and form a large proportion of the refugee and migrant population in Brisbane (ABS, 2008; Queensland Government, 2008) .
These connections enabled access to community leaders who assisted in the participant recruitment process. Snowballing and purposive sampling was predominantly used to recruit participants (Burns, 2000; Hinton & Earnest, 2009 ).
The mothers' focus group discussion was held with eight participants and the daughters' group had a total of five participants. Inclusion criteria for research participation was: being female from a Sudanese or Eritrean migrant or refugee background; aged between 35-55 years or 18-30 years; currently live in Brisbane; have the capacity to give informed consent; and the ability to speak and understand English.
Focus Group Discussions (FGDs)
The FGDs were differentiated by two age groups, a mothers' group (35-55 years of age) and a daughters' group (18-30 years of age). Conducting separate FGDs for the different generations of women enabled a comparison of intergenerational experiences, knowledge and opinions about contraception and reproductive health. Cultural and religious similarities between the two groups assisted cohesion and positive group dynamic as well as the creation of a safe and comfortable environment conducive to dialogue (Mengisteab, 2010) . Questions were piloted on a small group before the FGDs were conducted and feedback incorporated to refine questions and themes to ensure participant understanding and cultural sensitivity .
Before the commencement of the FGDs, participants and the research team shared a meal together to help establish rapport. Open-ended questions, sensitive to the context, were used to facilitate dialogue between participants and to generate diversity of views (Hinton & Earnest, 2009; Ruppenthal et al., 2005) . Key themes included contraception and reproductive health knowledge; access and barriers to contraception and reproductive health knowledge and services; and how SRH services can improve to increase uptake. Although participants were able to speak and understand English, two trained interpreters (fluent in Arabic and Tigrinya) were present during the mothers' FGD to enable participants to express themselves in their own language if they felt the need to. It also helped to minimise language barriers and ensure that participants had a thorough understanding of topics being discussed .
In-Depth Interviews (IDIs) with Key Informants
Two IDIs, conducted with a Multicultural Women's Health Project Coordinator and a SRH Advanced Practice Nurse, were a valuable tool for collecting information relating to SRH and contraception issues specifically concerning the target population (Jirojwong & Liamputtong, 2009 ). The information gathered during the IDIs was used to cross check data collected from both
FGDs and compared with current literature (Minichiello, 2008; Strohschein, Merry, Thomas & Gagnon, 2010) 
Quality Criteria
Throughout the research process, an audit trail ensured that information relating to the study context, research methodology and data analysis were documented to permit transparency of the research as well as enabling research replication (Hinton & Earnest, 2010; Rodgers & Cowles, 1993; Sharts-Hopko, 2002) . Member checking, the on-going process of sharing findings with participants to ensure accuracy of data, also took place as well as a systematic review of relevant and recent literature (Hinton & Earnest, 2010; Sharts-Hopko, 2002) .
Ethical Considerations
Ethical approval to conduct this study was obtained from the SRH Organisation and University Information about the research was provided to participants to ensure adequate understanding of research aims (NHMRC, 2007) . Oral or written informed consent was obtained depending on participant preference (Hinton & Earnest, 2010) . Before commencement of the research, participants were informed of their right to withdraw from the research process at any time (NHMRC, 2007) . To ensure confidentiality, all research data is stored in a secure location with access only available to the first author (NHMRC, 2007) . In appreciation of their involvement and time, participants were given a small gift, refreshments were provided and certificates of participation offered. The results and the research report were also shared with participants and the organisation.
ANALYSIS
After completion of FGDs and IDIs, audio-recordings of the sessions were transcribed verbatim for analysis (Hinton & Earnest, 2010) . The transcripts were read and re-read by the principal researcher and also by a cultural interpreter to ensure cultural understanding and meaning of data was accurately interpreted and ensured the integrity and reliability of the data (Burns, 2000; Hinton & Earnest, 2010; Jirojwong & Liamputtong, 2009) . A thematic content analysis was then undertaken to collate and condense the information gathered into specific themes (Joyce, Earnest, De Mori & Silvagni, 2010; Mohajer, Bessarab & Earnest, 2009) . Internal validity, the process of exploring alternative explanations for observed events, was enhanced by member checks with participants (Hinton & Earnest, 2010) . Researchers have documented that culture, religion, education and migration experiences affect participants' perceptions of questions in health research and it was therefore essential that key themes were interpreted accurately (Hinton & Earnest, 2010; Strohschein et al., 2010) .
Distinct themes were refined from the thematic content analysis of the FGDs and IDIs and participant proposed recommendations were used to inform proposed policy and practice recommendations. While we were careful to retain the integrity of participants' voices, minor grammatical edits were made to participant quotes (Hebbani, Obijiofor & Bristed, 2009 ). To ensure cultural understanding and meaning was accurately interpreted, the thematic interpretations were validated by a cultural interpreter and member checking of comments by study participants was concurrently undertaken (Hinton & Earnest, 2010) .
FINDINGS PART 1: FOCUS GROUP DISCUSSIONS
Contraceptive Knowledge
Themes relating to contraception knowledge that emerged from the FGDs centred on the use of contraception to: prevent pregnancy; stop transmission of sexually transmitted infections (STIs); assist with child spacing; and control menstrual cycles. Participants in both mothers' and daughters' groups reported varying levels of knowledge relating to the types of contraception available, however, both groups demonstrated a good understanding of why individuals use contraception. Several participants in both FGDs were able to identify the majority of contraceptives currently available, with participants in the daughters' group also mentioning the contraceptive patch (not currently available in Queensland). While no participant identified vaginal rings) or diaphragms as contraceptive options by name, participants in the daughters' FGD demonstrated awareness of these options. Both groups demonstrated knowledge about condoms as a contraceptive option and as a form of prevention against STIs, however, the female condom was not specifically mentioned. Comparatively, the daughters' group expressed more peer-related discussion about contraception than the mothers' group. The two age groups also focused on different aspects of contraception use highlighting the key factors behind its use. Themes of protection against STIs were more prominent in the daughters' group compared with the mothers'.
I guess number one to prevent pregnancy but secondly, which is more on the condom side, is to prevent STIs and STDs so those are the two main reasons I can think of why a lot of people would use contraceptives. (Lilly, daughters' FGD)
The use of contraception to control birth spacing was a recurring theme within the mothers' FGD and it was also highlighted that this is an important factor in enabling a healthy family 
Access to Contraception and Reproductive Health Care Services
Recurring themes relating to the access of contraception at medical clinics, sexual health clinics, family planning services, supermarkets and pharmacies were common within both mothers' and daughters' FGDs. Participants in the daughters' group also reported on the confidentiality issues young people face when attending health care clinics and how this can deter young people from accessing contraceptive and reproductive health services.
It's a scary thing and young people don't want older people to know their business especially about sex because it's supposed to be taboo in our culture. (Lilly, daughters' FGD)
Barriers to Contraception Use and SRH Knowledge and Services
Both groups demonstrated insights into barriers faced by people within their communities wanting to access contraception and SRH services. Sociocultural barriers were expressed as a dominant theme with cultural competency issues at health care clinics and language barriers reported.
Participants also expressed concerns about contraception use, lack of communication within the family environment about SRH as well as male and female dynamics as barriers to contraception and reproductive health care.
Socio-cultural barriers
Cultural issues relating to the taboo nature of reproductive and sexual health issues in both Sudanese and Eritrean cultures was a predominant and recurring theme throughout both mothers' and daughters' FGDs. 
Language barriers
Language barriers were a dominant and recurring theme in both mothers' and daughters' FGDs.
Lilly, a participant in the daughters' FGD commented that 'sometimes it's hard to understand the way the doctors explain it. Language barriers are a huge issue'. Gender issues and the use of male interpreters were also noted as inhibitors of contraception and reproductive health knowledge and access to services by both generational groups. Sara, a participant in the daughters' FGD, noted that 'some women maybe wouldn't talk because they won't get interpreters in some of the GP places or they have a male GP'. Being able to communicate comfortably and openly to health care providers was noted as an important factor for group members in the provision of effective and culturally sensitive health care.
Concerns about contraceptive use
Concerns relating to side effects of contraceptive use were a recurring theme within both mothers' and daughters' FGD. Weight gain, irregular or heavy bleeding, fertility issues, skin breakouts, lethargy, as well as remembering to consistently take contraception, were reported as concerns.
Tango, a participant in the mothers' FGD spoke about her concerns with the side effects of contraception use 'putting on weight was worrying me'. Other issues such as disruption to an individual's normal menstrual cycle were also noted as concerns. While many of the participants shared their own experiences of having used a contraceptive that did not suit them physically and/or psychologically, participants noted they were able to change contraception methods until they found one that worked well for them. 
I think people like to use
It's not just educating the young people, if they can educate the parents I think that will help a lot because the parents influence their kids pretty much in everything. The problem in our culture is the parents are not really talking to their kids about these things. The young people don't want to use contraception because their parents are probably not saying anything to them. There's always that confusion, which side to take. The school side (SRH education) or what the parents are saying or what the parents are not saying. It confuses a lot of young people and when the young person is confused they just do whatever they want. (Lilly, daughters' FGD)
Several of the mothers' FGD participants also spoke about their experiences going through puberty and how discussion within the family about puberty and reproductive health is difficult or in most cases non-existent. Azahar, a participant in the mothers' FGD stated: 'I have been married 16 years
and didn't know much about these things (reproductive health). I've learned through experience, not with checking with somebody'. Cultural issues surrounding the taboos of SRH in Eritrean and
Sudanese cultures were highlighted as barriers to discussion.
In our culture we don't talk about sexual health or reproductive health. When I got my period I didn't know that it was something natural happening so I asked my Aunty. She said that it's normal when the girl comes to certain age. That's all I learned about reproductive health. The rest I learned through marriage. (Ahalam, mothers' FGD)
Male and female dynamics and the use of contraception
Participants from both age groups commented on the dynamics between males and females regarding the use of contraception. Participants in the mothers' FGD stated that for effective use of contraception to occur, both the man and the women need to be in open discussion about its use.
Tango, a participant in the mothers' FGD commented: 'to use contraception it has to be an agreement between the wife and the husband'. It was noted that this can be difficult as some men within their culture object to the use of contraception.
There are some men that object to contraception, they say 'no you're not going to take it'.
You can't hide taking it from your husband, so it has to be clear and open between the two partners. (Simo, mothers' FGD)
Participants in the daughters' FGD also noted that the male/female dynamic can put pressure on women and inhibit their reproductive health rights.
We've grown up in a culture where our parents didn't use them so the boys think 'I'm not going to use a condom' so that is a huge problem, because the girls don't want lose the boys as its very high competition nowadays. The girls will do anything to keep their boys and that means they will go without protection. (Lilly, daughters' FGD)
Research participants in the mothers' FGD reported on the importance of SRH education for men as well as women and commented on barriers that can inhibit education.
If it's a female giving health education to men, they look a little bit negatively on it. There should be health education not only for women, but men and women. Separate groups need to be held for men and women otherwise they will be too shy to talk. There should be a male staff member who can look after the men because they're really negative about family planning, their objective is 'I've married you to have babies'. (Simo, mothers' FGD)
Misconception about sexually transmitted diseases
A recurring theme detailed in the mothers' FGD relates to misconceptions many newly arrived refugees and migrants have about sexually transmitted disease prevalence in Australia. Participants stated that many young people within their communities believed that HIV/AIDS and STIs do not exist in Australia and as a result, are not practicing safe sexual behaviours. Participants in the daughters' FGD reported risky sexual behaviours, such as unprotected sex, as common amongst the younger generation. Lack of knowledge about safe sexual practices was stated to be compounded by the sociocultural barriers inhibiting contraception use and SRH service utilisation.
Because you have to pass a health examination when you come to Australia, people, both adults and youths, have the misunderstanding that in Australia there are no diseases. So they practice unsafe sex and then they get diseases. (Makda, mothers' FGD)
How Health Services Can Improve: Meeting the communities' needs
Participants were asked their views on how services could improve to better meet their SRH needs.
Makda, a participant in the mothers' FGD shared: 'give continual education about health issues and about how important it is in the lives of not only the woman but the whole family, the man and
the children as well'. Community and whole family involvement was a dominant and recurring theme in the participants' opinions regarding effective SRH education and services.
Contacting the leaders in the communities, I think that would help a lot because they're the ones who can distribute the information and they will know how to do it because they know their people. (Lilly, daughters' FGD) Participants in both the mothers' and daughters' FGD highlighted the importance of creating a safe environment where people feel comfortable to access services and discuss health concerns. It was also reported that small gatherings would be more effective than large group educational sessions.
If groups could be organised to give them the message about reproductive health it would be good. Most of the girls from our cultural background don't know about their bodies. So I feel that it is good if we be able to organise small groups for those discussions then they are able to give them the message and they would also be future leaders that can teach others. (Tango, mothers' FGD)
Cultural sensitivity and addressing language barriers were also key themes, with participants highlighting the importance that implementations and services must be culturally sensitive for effective SRH education to occur. Makda, a participant in the mothers' FGD highlighted this need:
'Provide them information in a culturally sensitive way. Provide them with interpreters.'
Providing accessible, regular and culturally sensitive SRH education was a dominant and recurring theme throughout both mothers' and daughters' FGD.
Services that are culturally sensitive or appropriate will be very, very helpful. In regard to Sudanese people in particular, I don't think it's easy for them to access health care services because I don't even think they know those kinds of services exist. Also, I don't think they believe in them so education is needed. (Lilly, daughters' FGD)
FINDINGS PART 2: ANALYSIS OF IN-DEPTH INTERVIEWS
Two key informants were purposively sampled for their specific and diverse experiences in working with women from CALD backgrounds, particularly in the area of SRH. The key informant contacts were a Multicultural Women's Health Project Coordinator and an Advanced Practice Nurse, who specialises in women's health and family planning.
Contraception and SRH Education
SRH education, through both formal schooling and grassroots education, plays a key factor in the utilisation of contraception and SRH care services of women from CALD backgrounds and was a recurring theme in the IDIs.
We try to make SRH knowledge accessible to women by addressing cultural issues and language barriers. It is important that our health care workers are able to communicate with women in their own languages and come from a similar cultural background. This way, SRH knowledge can more effectively be disseminated. (Multicultural Women's Health Project Coordinator)
Barriers to Service Utilisation and Contraception Use
Culture and religion can be important factors in a woman's decision to access contraception and were noted as key barriers in the use of contraception and the utilisation of SRH services.
The cultural and religious beliefs for many different communities and countries in Africa include the strong belief that children are a gift from God. It is therefore the belief of many people that the use of contraception goes against religious beliefs and values and can be a barrier to its use. (Multicultural Women's Health Project Coordinator)
Financial barriers to SRH care services were also noted as an inhibiting factor in women's utilisation of services.
There is often limited or no SRH services in many of their countries of origin. If they are available, they are often expensive. When they arrive in Australia they often assume it is the same here. (Multicultural Women's Health Project Coordinator)
It was stated that even when women from CALD backgrounds know a service is free, they place little priority on SRH, particularly if they have migrated from war-torn and impoverished communities. Cost of transport and child minding services, as well as associated medical costs, are also barriers to accessing contraception and health care services. Language barriers and an unfamiliar health care system were also stated to be inhibitors to accessing and utilisation of SRH services.
When you come to a foreign country and you feel you can't speak the language or you don't have a lot of money or you can't get on the train or you don't understand the systems, it's very isolating and difficult. (Advanced Practice Nurse)
Providing culturally sensitive staff members and interpreter services for health care clinics assists in reducing language barriers, however, they must also take into account the need for cultural competency relating to issues such as gender, eye-contact, tone of voice, body language and touch.
Our key contact interviewee who works in the multicultural women's health sector stated, 'Cultural competency of both the health care professional and the interpreter is vital in making the client feel comfortable, safe and understood in a clinic environment', highlighting the need for cultural training for health care professionals and educators alike. Concerns about contraception use and side effects were another reported barrier to contraception use in the IDIs. It was noted that fears relating to contraception use can often be exacerbated by lack of contraception and SRH knowledge.
It's important that the client has a good understanding of how the contraception works within their bodies and if that's a healthy choice for them, both physically and also psychologically. (Advanced Practice Nurse)
Effective Sexual and Reproductive Health Services: What do they entail?
In the cultural context, male and female dynamics must be addressed to ensure effective and culturally sensitive SRH care education. This was a key theme reported in the IDIs. Whole community engagement, as a means of successful contraception and SRH provision strategy, was noted as a key factor to increasing knowledge and access to services for people within CALD communities. It was suggested that establishing trust within the community and rapport with the people can assist health care providers to more effectively meet and understand people's contraception and SRH needs. Cairo International Convention on Population and Development (ICPD), the SRH needs of migrant populations including refugees and displaced people were officially acknowledged (Austin, Guy, Lee-Jones, McGinn, & Schlecht, 2008; O'Heir, 2004; Sippel, 2008) . The conference recognised that refugee, migrant and displaced populations in parts of the world where SRH care is already limited, faced increased threats to their reproductive health during times of humanitarian crisis and subsequent resettlement in new countries (Austin et al., 2008) .
It's about us going to them and introducing ourselves and letting ourselves been seen to be approachable and understanding. When it comes to
Our research participants expressed lack of cultural competency and ineffective communication by health care providers as key barriers to positive health care seeking attitudes and the attainment of contraception and SRH knowledge. Lack of information about the Australian health care system and the perception that health beliefs, cultural values, and traditional health treatments are overlooked or disregarded by Australian health professionals, can cause dissatisfaction with treatment and result in patients being apprehensive to contact health providers (Benson & Smith, 2007; . Hebbani, Obijiofor and Bristed (2010) note that with parents living away from their homeland and culture, many Sudanese parents who have resettled in Australia wish to raise their children with the values and customs that they themselves were raised with. In the context of SRH education, this can present parents with many challenges as they seek to raise their children in a culture quite different to their own (Hebbani, Obijiofor & Bristed, 2010) .
This conflict of culture between young people and their parents in relation to SRH education within the home environment was highlighted as key area of concern for participants within the daughters' FGD. Lack of communication between parents and their children about safe sexual practices and behaviours, due to the topic being taboo, was reported as a barrier to contraception use and SRH knowledge for the younger generation. It was also noted in the IDIs that due to cultural or religious beliefs, children from CALD backgrounds can sometimes be excluded from classroom sexual health education at their parent's request. This can inhibit them from learning in school about safe sexual practices.
This intergenerational conflict was also noted as a concern young people have when attending health care clinics. Having older community members question them or discuss reasons for their attendance at clinics was reported as being a deterrent for young people seeking SRH knowledge and services. Cultural beliefs have been shown to impact on health seeking behaviour, knowledge and attitudes about SRH .
Researchers have found that refugee and migrant populations represent a particularly vulnerable and at risk group for sexually transmissible infections and diseases (Asare, 2011; Tompkins, Smith, Jones & Swindells, 2006) . The perceived belief that an individual has about acquiring a disease can directly impact on an individual's decision to practice unsafe sexual behavior (Asare, 2011; Tompkins et al., 2006) . Our research documented the reported perception that individuals within the Sudanese and Eritrean communities are engaging in risky sexual behaviors, such as having unprotected sex, under the assumption that sexually transmissible infections and diseases are not prevalent or do not exist in Australia. This belief is based on lack of SRH education, is compounded by cultural beliefs and attitudes towards contraception use, and the notion that all refugees and migrants entering Australia have medical clearance (Tompkins et al., 2006; WHO, 2008 WHO, , 2011 . UNFPA, 2008). Our study participants shared that both male and female educators and community health care providers, with an understanding of social and cultural issues impacting communities, can effectively and sensitively communicate SRH issues. Addressing language and health literacy barriers are also key components to increasing SRH knowledge within these communities.
There were a number of barriers to recruitment of participants; most significant of these was the reluctance for members of the communities to discuss contraception and SRH issues as these are considered taboo. Scheduling difficulties also compounded participant recruitment issues.
While we gained rich and diverse data, it must be noted that due to the short time frame for completion of this study; the cross-sectional and exploratory nature of the study; and small numbers of participants, the results cannot be generalised. While we endeavoured to address language and cultural barriers by using interpreters during the mothers' FGD as well as a cultural interpreter to validate our findings, some bias may still have occurred.
RECOMMENDATIONS
An outcome of our research was participant proposed strategies and recommendations on how SRH interventions could be improved to address the health needs of people from CALD communities. An overarching theme that was noted in the participant suggested strategies was the recommendation that strategies to reduce language, cultural, and economic barriers to information and health services for CALD communities are crucial to the improvement of this population's health status Murray et al., 2010; Sheik-Mohammed et al., 2006) .
We believe that the key to effective health care implementation is to create dialogue and Increasing cultural competency of educators, health care professionals and translators is paramount to effective and culturally sensitive education and service provision (Murray et al., 2010) . By having educators and service providers such as community nurses and bilingual health workers who possess an understanding of the social, cultural, religious and gender based factors impacting contraceptive use and health care seeking attitudes, access to these services and knowledge of SRH will increase .
 Provide translated health information that is accessible to different literacy levels to members of CALD communities.
Providing translated health information accessible to different literacy levels will enable a greater population of the community to gain knowledge on contraception and SRH as well as creating greater awareness of available services. The provision of SRH education material in their own language, as well as information regarding the health care system in their country of resettlement, would assist in reducing the culture shock many refugees and migrants experience when exposed to a new health care system (Benson & Smith, 2007; .
 Provide culturally appropriate strategies for CALD parents to communicate with their children about SRH.
Empowering parents from CALD backgrounds with culturally appropriate strategies on how to communicate with their children about SRH will help enable the younger generation to gain better access to SRH knowledge and be better equipped to take control of their own SRH.
 Provide SRH education to people newly arrived in Australia as refugees and migrants during their resettlement phase.
During the resettlement phase holistic SRH education must address misconceptions people have regarding HIV/AIDS and STI prevalence in Australia. Policy makers, health care providers and community leaders must work together to establish accessible education as a point of first contact for these newly arrived people. This would also provide the opportunity to detail health and family planning services available to them in their local areas. Continual, ongoing education from the transition to the resettlement phase will work towards effectively meeting the refugee and migrant population's SRH needs and assist in integration into the wider community. This continual education and support also has the capacity to empower refugee and migrant populations to more effectively take control of their SRH rights.
CONCLUSION
This study has revealed the complexities of reproductive health and contraceptive use among a small group of Sudanese and Eritrean women in Brisbane, Australia. The World Health Organization (2010) states that unmet contraceptive and reproductive health needs are disproportionately higher amongst women from migrant, refugee and CALD backgrounds (WHO, 2010) . Many of the social factors affecting women's health globally also affect migrant families, health programming as proposed in our recommendations needs to utilise methods that involve families and communities and include educational, and culturally appropriate components. Our proposed recommendations have the potential to assist migrant and refugee women in gaining greater knowledge and uptake of SRH care services in their country of resettlement. The disparities in health outcomes and health care seeking activities in women from CALD backgrounds in Australia highlights the need for more research on the SRH experiences and needs of these women Kelaher et al., 1999) . The challenges identified in this pilot exploratory study can help facilitate reflection and discussion, and highlight the need to create the space and capacity to empower CALD women. We recognise that there are gaps in our knowledge, however, by respecting and listening to the voices of refugee and migrant women, we can develop holistic and inclusive strategies and health programs to improve SRH outcomes for this vulnerable yet resilient group of women. Understanding the needs and perspectives of refugee and migrant women is key to achieving effective and equitable SRH care for women within these communities. It is our hope that these recommendations will also inform better practices for SRH and GP services and provide greater insight into the health care needs of refugee and migrant communities not only in Australia but in other countries of resettlement globally.
